Clinic Visit Note
Patient’s Name: Usha Panchal
DOB: 06/20/1963
Date: 06/22/2026
CHIEF COMPLAINT: The patient came today with a chief complaint of weakness, short of breath, and high blood sugar.

SUBJECTIVE: The patient came today with her husband complaining of generalized weakness and the patient has this on and off for the past three to four weeks. She also has poor appetite and the patient lately had constipation without any bleeding.

REVIEW OF SYSTEMS: The patient denied headache, double vision, hearing impairment, cough, nausea, vomiting, diarrhea, leg swelling or calf swelling, snoring, or falling episodes.

PAST MEDICAL HISTORY: Significant for Plavix 75 mg once a day.

The patient has a history of diabetes and she is on glipizide 10 mg tablet one tablet twice a day along with low-carb diet and Tradjenta 5 mg tablet once a day along with low-carb diet.

The patient has a history of heart failure and she is on furosemide 20 mg tablet one tablet a day along with metoprolol 25 mg tablet one tablet twice a day.

The patient has a history of hypercholesterolemia and she is on rosuvastatin 20 mg tablet one tablet daily along with low-fat diet.

Also past medical history is significant for coronary artery bypass surgery and constipation.

RECENT SURGICAL HISTORY: None.
SOCIAL HISTORY: The patient is married, lives with her husband. She never smoked cigarettes or drank alcohol. No history of illicit drug use.
OBJECTIVE:
NECK: Supple without any thyroid enlargement or lymph node enlargement.

LUNGS: Clear bilaterally without any wheezing.
HEART: Normal heart sounds without any murmur.

ABDOMEN: Soft without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness or pedal edema.

NEUROLOGIC: Examination is intact and the patient appears weak and ambulates without any assistance.
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